Introduction
The levonorgestrel-releasing intrauterine system (IUS) is extremely effective, with pregnancy rates comparable to tubal ligation (i.e. a 5-year cumulative rate varying from 0.5 to 1.1). 1 Women using the device should be fully counselled about the risks of failure and the risks of ectopic pregnancy, although those using an IUS are actually at a much lower risk of ectopic pregnancy than those not using any contraception at all. 1 An ongoing intrauterine pregnancy with the IUS is very rare. One report confirmed that of 678 insertions only five pregnancies occurred, none of which proceeded to term with the IUS in situ. 2 This case report describes an ongoing pregnancy with a IUS in situ. A positive pregnancy test result on 10 December 2005 resulted in the patient presenting to the gynaecology ward as an urgent referral. An ultrasound scan performed on 15 December 2005 confirmed a viable 6.5-week intrauterine pregnancy (crown-rump length, 6 mm) with the IUS seen below the gestation sac. This confirmed that conception must have occurred prior to insertion of the IUS, sometime between 10 and 14 November. The patient was advised to have the IUS removed because of possible adverse effects on the pregnancy. This was not possible, however, as the IUS threads were not visible.
Case report
Two weeks later a repeat scan confirmed an ongoing pregnancy and the patient was counselled about the potential risks of continuing with the pregnancy, including miscarriage, premature delivery and preterm rupture of membranes. Other risks discussed included potential masculinisation of the fetus by the levonorgestrel. Termination was discussed but the patient wished to continue with the pregnancy.
At 16 weeks the patient was seen on the Maternity Day Case Unit with vaginal spotting. No threads were seen on examination and the patient was reassured and allowed to go home. No further bleeding occurred. A detailed ultrasound scan at 20 weeks showed a normal fetus.
The patient went on to have a normal and uneventful delivery at term of a live male infant with no abnormalities. The IUS was recovered from the placenta at delivery.
Discussion
The IUS is used for its contraceptive benefits and also in the treatment of menorrhagia. Most women experience reduced menstrual flow after insertion with some achieving amenorrhoea, commonly after the first year of use. 3 Follow-up studies have indicated that the failure rate of the IUS is extremely low, with 0.033% as the total and 0.008% as the true failure rates, respectively. 1,4 The latest reported studies 1, 4 indicate that 62.5% of pregnancies reported after IUS insertion were ectopic whilst 37.5% were intrauterine. Of the 15 intrauterine pregnancies, five were terminated and eight of the remainder miscarried. Only two pregnancies were reported to proceed to term.
Most pregnancies occur in the first 15 months following insertion and are due to an unnoticed expulsion (expulsion rate of 6.4 per 100 women at 12 months). 2 In the present case the IUS was inserted between 4 and 7 days after ovulation and therefore should not be considered a failure of the system. This case report clearly demonstrates that all patients with an irregular cycle should be offered a pregnancy test prior to IUS insertion and that insertion should be timed at the beginning of the cycle, as recommended by the manufacturer. If the IUS is inserted at any other time in the cycle then effective contraception cannot be guaranteed. Evidence has confirmed that the majority of pregnancies conceived prior to the time of insertion will miscarry, but in this rare case the pregnancy did continue uneventfully to term.
As the fetus was male, no effects of masculinisation of a female fetus can be commented upon, although this is a theoretical possibility since it has been reported with the use of oral progestogens in early pregnancy. 5 Consequently, although many women may opt for a termination and up to 80% may miscarry, this case report demonstrates that a normal infant can be delivered at term with an IUS in situ.
